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Our goal in this chapter is to provide an overview of our behavioral/cog-
nitive approach to the treatment of trauma-related psychological difficul-
ties. We intend for readers to first read Chapter 2 in this volume, on
behavioral/cognitive theories of post-traumatic stress, because those
theories provide the conceptual basis for the therapeutic approach we out-
line here.

Often, clinicians who have not been trained in the methods of behavior
therapy have the misconception that behavior therapists are unfeeling and
mechanistic in their application of “techniques” {as opposed to therapy) to
individuals viewed as subjects in an experiment, rather than clients in need
of help. These feelings are particularly notable among clinicians treating
the psychological sequelae of traumatic stress, where behavioral techniques
are often characterized as re-traumatizing the client rather than providing
the empathic and safe environment needed for healing. We believe this is
an inaccurate characterization and that it is our responsibility as behavior
therapists to better describe the behavioral approach to therapy and the
rich theoretical and empirical tradition on which it is based.

As we noted in Chapter 2, the central tasks of behavior therapy are to
carefully assess the circumstances surrounding any given behavior, hypoth-
esize the function{s) of this behavior, derive interventions based on this
functional evaluation, continually assess the effects of these interventions,
and revise one’s conceptualization and intervention strategies accordingly.
Each element is guided by empirically supported theory as well as by ex-
isting treatment outcome research.

Treatment outcome research in the area of trauma (Foa, Rothbaum,
Rigps, & Murdock, 1991; Keane, Fairbank, Caddell, & Zimering, 1989)



60 Generic Treatments

has focused primarily on alleviation of post-traumatic stress disorder
(PTSD; American Psychiatric Association, 1980). However, basic behav-
ioral principles and empirically based treatments from other areas of
psychopathology can be used to understand and treat the range of trau-
matic sequelae that often impact trauma survivors. Treatments focused on
PTSD symptoms can be augmented with interventions adapted from extant
theories and treatments of co-morbid disorders (e.g., substance abuse: Mar-
latt & Vandenbos, 1998; depression: Beck, Rush, Shaw, & Emery, 1979;
Lewinsohn, 1975; eating disorders: Garner & Garfinkel, 1997; Leitenberg
& Rosen, 1988; other anxiety disorders: Borkovec 8 Roemer, 1994,
Craske 8 Barlow, 1993; Riggs & Foa, 1993}, as well as interventions
aimed at associated features of post-traumatic adjustment, such as emo-
tional dysregulation (e.g., Linehan, 1993a, 1993b), interpersonal difficulties
{e.g., Cordova & Jacobson, 1993; Linehan, 19934, 1993b;), and dissocia-
tive symptomatology (Wagner & Linehan, 1998).

We do not have sufficient space here to comprehensively describe behav-
ioral/cognitive treatment for trauma survivors. Instead, we will do our best
to capture the spirit of this model of therapy, show how it stems from
behavioral theory, provide guidelines for implementing behavioral tech-
niques along with clinical examples,® and provide references for those in-
terested in fearning more. In particular, we recommend Goldfried and
Davison’s {1994) Clinical Bebavior Therapy for general information re-
garding behavioral approaches; and Foa and Rothbaum’s (1998) Treating
the Trauma of Rape: Cognitive-Bebavioral Therapy for PTSD, along with
Follette, Ruzek, and Abueg’s (1998} edited volume, Cognitive-Bebavioral
Therapies for Trawma, for specific guidelines regarding behavioral treat-
ment for trauma survivors. Qur approach to treating post-traumatic stress
is adopted from both cognitive-behavioral treatments for post-traumatic
stress disorder (e.g., Foa & Rothbaum, 1998; Keane, Girardi, Quinn, &
Litz, 1992; Levis, 1980; Resick & Schnicke, 1993), and from cognitive and
behavioral approaches to treating other psychological difficulties that often
characterize trauma survivors (e.g., anxiety disorders: Barlow, 1993; Bor-
kovec 8 Roemer, 1994; depression: Beck et al., 1979; emotional dysre-
gulation and interpersonal difficulties: Linehan, 1993a, 1993b; dissociation:
Wagner & Linehan, 1998). As such, this approach incorporates a number
of elements common to behavioral and cognitive-behavioral therapies, in-
cluding psychoeducation, monitoring, exposure to feared stimuli, cognitive
restructuring, training to remedy skills deficits, and relapse prevention.

For clarity, we have divided this chapter into the initial phase of treat-
ment (including assessment, monitoring, psychoeducation, and establishing
a therapeutic relationship), and then separate sections for exposure-based,
cognitive, and skills-training interventions as well as relapse prevention.
However, it is important to note that these are somewhat arbitrary dis-
tinctions. The elements crucial to the initial phase of treatment remain es-
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sential throughout therapy and constitute active intervention, in our view.
Similarly, the “interventions” overlap and interact both with one another
and with the elements of psychoeducation, assessment, and monitoring.

INTTIAL PHASE OF TREATMENT

The primary goals of the initial phase of treatment are establishing a
therapeutic relationship, establishing safety, assessment of strengths and
weaknesses, formulating a behavioral conceptualization, and sharing with
the client the formulation and plan for treatment. We emphasize the psy-
choeducational component of treatment throughout these early sessions so
that clients come to understand their responses and the rationale behind
the intervention strategies we propose. Throughout this and later phases of
treatment, we emphasize the collaborative nature of the therapeutic rela-
tionship. We see the therapist as the expert in anxiety, behavioral princi-
ples, and the aftereffects of trauma, but maintain that the client is the expert
in his or her own experience and history and is best able to recognize how
the general principles we present relate {or do not relate) to his or her
specific experience. Collaboration between the two ensures optimal results
from treatment.

Assessment

A comprehensive evaluation at the outset of therapy is invaluable in or-
der to provide the information necessary to make informed clinical deci-
sions and prioritize treatment goals. Keane and colleagues have detailed the
importance of a comprehensive multimodal assessment of PTSD (Keane,
Newman, & Orsillo, 1997; Keane, Wolfe, & Taylor, 1987; Litz, Penk,
Gerardi, & Keane, 1992); the reader should explore these resources for
further details. In addition to assessing PTSD symptomatology, the thera-
pist should evaluate social and occupational functioning, co-morbid con-
ditions, and any potentially destructive behaviors. It is important to
ascertain a client’s strengths as well as weaknesses—these will guide the
choice of interventions and will help alleviate the demoralization commonly
experienced by clients. Once the therapist has developed initial hypotheses
regarding the patient’s identified problems and has specified a point of in-
tervention, specific cognitive-behavioral techniques can be introduced.

Another important component of assessment is history-taking. The client
is given an opportunity to describe his or her life before the traumatic
event(s), to describe the events themselves, and then to describe how he or
she has adjusted since. This provides a narrative that helps both the client
and the therapist understand the client’s experience and the historical fac-
tors relevant to his or her current difficulties. This understanding helps
validate the client’s experience and increase his or her understanding of
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seemingly incomprehensible responses. Also, the therapist learns the mean-
ing the client places on events in his or her life, which has implications for
how current events are perceived and interpreted. Further, disclosure of the
traumatic event(s) strengthens the therapeutic relationship and shows the
client that he or she can trust the therapist with the strong emotions that
accompany disclosure. Such disclosure also constitutes a first step in emo-
tionally processing these events and reducing associated distress and shame.

For example, an adult survivor of childhood sexual abuse may report
that she is unable to assert her needs in interpersonal relationships. During
the course of the interview, she may recall that the feelings of powerlessness
and lack of self-confidence she frequently experiences in her current rela-
tionships date back to the abuse she experienced during adolescence. When
asked to describe herself prior to the abuse, she may recall, for the first
time in years, her previous sense of herself as competent and capable. This
process of developing a complete narrative not only provides a context for
her ‘current behavior, it also brings to mind alternative, positive response
options in her repertoire that she has not been using recently.

While historical information is useful for validation and hypothesizing
about etiological factors, assessment of current maintaining factors is cru-
cial for generating interventions. In addition to formal assessments such as
structured interviews (with the client and significant others) and self-report
instruments, behaviorists utilize a host of monitoring and observational
strategies to gather information about the situations, thoughts, feelings, and
consequences that impact various target behaviors. These may include for-
mal behavioral observations (e.g., viewing a client interacting with a
spouse), observation of the client’s behavior during sessions with the ther-
apist {an essential component of behavioral treatment), self-monitoring be-
tween sessions, and use of SUDS ratings (subjective units of distress
reported on a 100-point scale ranging from not at all distressing to ex-

‘tremely distressing) to track levels of distress across situations as well as
within and across sessions.

For the survivor of childhood sexual abuse described above, it would not
be sufficient to establish that current feelings of powerlessness and low self-
esteem were related to early traumatic experiences. We would want to as-
sess the current antecedents and consequences of the client’s unassertive
behavior and feelings of powerlessness. So we might start by asking her to
identify thoughts, feelings, sensations, and behaviors associated with her
experience of interpersonal powerlessness. Then we might ask her to de-
scribe the most recent situation in which she felt this way, noting the cues
preceding and consequences following this experience. We would also teach
the client to monitor the circumstances surrounding this experience of pow-
erlessness outside of session and we would collaboratively monitor her feel-
ings of powerlessness within session. This analysis would help us determine
the cues that trigger this experience and the function of the behaviors as-
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sociated with it (i.e., the consequences that may serve to reinforce the be-
haviors), both of which provide important information for treatment. For
instance, we may discover that when she feels powerless she experiences
heightened anxiety and tends to respond by acquiescing to whomever she
is interacting with. These individuals tend to respond positively to this be-
havior, so it is immediately reinforced. However, in the long run, this pat-
tern serves to maintain her feelings of powerlessness because situations are
so rarely resolved as she would like. Awareness of the immediate versus
delayed consequences of her behavior will help her alter this pattern of
responding despite the natural contingencies that maintain it {i.e., people’s
positive reactions to her non-assertiveness).

Overall, the primary goal of initial assessment is to determine the factors
that contribute to problem behavior so that interventions can be planned.
Relevant questions include: In what situations does this behavior occur?
What thoughts/feelings typically precede this behavior? What consequences
follow this behavior? What does the client tell him or herself about this
behavior? What kinds of rules does this client seem to follow? What un-
derlying beliefs are evident? In other words, the behavior therapist is ex-
ploring each aspect of behavioral theory introduced in Chapter 2 of this
volume. Once an initial formulation has been established (collaboratively
with the client), decisions regarding intervention are made. A comprehen-
sive assessment allows a behavior therapist to predict how an intervention
in one area will affect other areas. For instance, if substance abuse is con-
ceptualized as negatively reinforced by the distress it alleviates, one can
predict an increase in distress when substance use is curtailed. Therefore,
concurrent skills training in distress tolerance might be indicated.

Initial assessment does not result in a static conceptualization. With each
subsequent intervention, assessment continues in order to determine its ef-
ficacy and to evaluate the accuracy of the conceptualization. The principles
of hypothesis-testing apply in clinical work as well as in research; any the-
ory needs to be refutable and the good clinician will be willing to consider
alternative hypotheses if his or her predictions are not borne out.

Psychoeducation

An essential component of successful behavioral/cognitive therapy is
helping a client understand responses that he or she has found puzzling,
unreasonable, and frightening. Often, it is important to highlight the func-
tion of emotional responses, and how this function can be derailed through
a variety of learning experiences. The fight-or-flight function of anxiety not
only provides an excellent, easily explained example, but it also helps high-
light the multiple components of anxiety (cognitive, physiological, behav-
ioral) that clients will be asked to monitor (described below). The therapist
can use this example to illustrate how the three components may interact
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to maintain and escalate maladaptive, anxious reactions. Having clients
imagine a frightening siteation and notice the bodily changes that accom-
pany this image, even though they are fully aware they are not currently
in danger (e.g., heart rate increases, sweaty palms), provides a vivid ex-
ample of how thoughts and perceptions influence bodily responses. The
circularity of this response system should be highlighted, so the client un-
derstands how these bodily responses confirm the perception of danger,
escalating the cycle of anxiety. Similar explanations can be provided for a
host of emotional responses, setting the stage for reconceptualizing the cli-
ent’s presenting “problem” as examples of how his or her adaptation has
gone awry.

As part of educating our clients, we provide information about post-
traumatic stress disorder, as well as other common difficulties associated
with traumatic exposure. We have found that, even as part of research
protocols, participants often spontaneously report that they have found
learning about the 17 symptoms of PTSD extremely helpful; that it has
enabled them to put their disparate, distressing experiences into a context,
Normalizing a client’s experience can be extremely therapeutic. We simi-
farly provide information about the behavioral conceptualization of these
difficulties and provide a rationale for any proposed interventions. For in-
stance, we commonly explain classical conditioning and draw a graph of
how fear diminishes over repeated presentations so that clients can under-
stand the theory behind exposure-based treatments. It is particularly im-
portant to explain the consequences of avoidance, as much of treatment
will focus on reducing avoidance in order to minimize its negative after-
effects. Explaining these principles to the client helps the client generalize
what he or she learns in therapy and use the same principles to guide
behavior even after therapy has ended.?

One component that distinguishes behavior therapy from dynamic ap-
proaches is the emphasis on the therapist communicating the conceptuali-
zation of the client’s difficulties to the client. In addition to sharing with
the client a general model of post-traumatic stress, the therapist offers his
or her ideas regarding the function of various problematic behaviors, and
communicates observations regarding the salient antecedent, organismic,
and consequent variables relevant to target behaviors. Also, hypotheses are
presented regarding relevant historical factors in order to validate the client
and decrease self-blame. Client feedback is elicited and consensus is reached
regarding case conceptualization. In this way, a working alliance is estab-
lished and intervention proceeds based on an agreement between therapist
and client. That is not to say that disagreements may not occur; in fact, in
an honest, healthy therapeutic relationship they are inevitable, The suc-
cessful behavior therapist will be able to listen to (and genuinely consider)
the client’s perspective, clearly communicate his or her own, and negotiate
an agreement regarding a course to pursue. In addition, the therapist and
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client should agree on further assessments to conduct and a period after
which to renegotiate and reconsider the treatment plan. For instance, a
client may be refuctant to proceed with exposure therapy, despite the ther-
apist’s belief that it is essential. Given that avoidance of emotional distress
is commor, this reluctance might be conceptualized as emotional avoid-
ance. However, the therapist may negotiate with the client to proceed with
a more gradual course of exposure or a different form of exposure. In this
way, the client’s comfort with the procedure is increased, and he or she is
able to experience some of the positive effects of this approach, which is
likely to increase motivation.

Monitoring

A crucial aspect of behavioral/cognitive approaches to psychological dif-
ficulties is the monitoring of stimuli, responses, and consequences relevant
to the presenting problem. The focus on monitoring reflects the behavioral
emphasis on individual experience. By monitoring responses in a range of
situations, the therapist and client are able to explore the function of each
response in each given situation and therefore derive appropriate interven-
tions. Continued monitoring allows for the assessment of the impact of a
given intervention, and information obtained through monitoring is used
to reconceptualize and establish new interventions in the absence of signif-
icant behavioral change.

Monitoring serves several other important functions. It serves to increase
a client’s awareness of his or her ways of responding. Many problematic
responses happen largely outside of the client’s awareness, making it dif-
ficult to alter behaviors. When an individual is able to detect early cues of
a particular cycle (e.g., “When I start tapping my fingers, I know I am
beginning to feel anxious”), he or she can implement coping responses
before escalation and success is more likely. Similarly, if avoidance is a
significant problem for an individual, early detection of the urge to avoid
will help the person stay in the feared situation until anxiety and distress
subside. Combined with education, this awareness may also help diminish
a client’s feelings of being “irrational” or “crazy” by providing a context
for understanding seemingly unreasonable responses. For instance, one Ko-
rean War veteran felt he was heartless and unfeeling because he didn’t
experience any positive emotions when reunited with his high school bud-
dies. However, monitoring of his responses in that situation revealed that
he experienced a tightness in his stomach, and he recalled thoughts of
“bracing” himself for a loss. This apparently happy reunion was a cue that
reminded him of his friends who had died in Korea. His response to this
memory was to “shut down” and experience nothing except a pain in his
stomach.

Monitoring also serves a crucial function in maintaining the client’s
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safety. Initial assessment will highlight any of the client’s potentially de-
structive behaviors. These behaviors are continuously monitored through-
out the course of therapy. The therapist should pay particular attention to
any threats to safety during the more intensive periods of therapy. Again,
detecting early cues that might elicit unsafe or self-injurious behavior will
help the client effectively implement new coping strategies.

Monitoring can be conducted in a variety of ways (see Beck et al., 1979;
Goldfried & Davison, 1994, for more details). Standard cognitive-
behavioral protocols usually include some type of daily record sheet in
which clients are asked to note their anxiety, depression, or other target
response levels at several points in the day {e.g., morning, noon, dinnertime,
before bed) and record various details about emotion-eliciting situations
{e.g., situational cues, thoughts, emotions, responses, outcomes), During the
course of therapy, this monitoring can be expanded to include identification
of distorted thought patterns, alternative ways of viewing the situation, and
other forms of coping responses. Time is spent reviewing monitoring sheets
in session and helping the client problem-solve difficulties that emerge in
completing monitoring assignments. Methods of monitoring should be al-
tered in order to increase clients’ success in completing the task; a more
simplified form may be used or monitoring may be initially done through
in-session recall with the help of the therapist, if a client is having trouble
doing it on his or her own. As with all behavioral techniques, it is important
to minimize failure experiences and maximize success; this will increase
clients’ expectancies of therapeutic success and their own sense of self-
efficacy, both of which correlate with behavior change (Bandura, 1977;
Goldstein, 1962).

Monitoring is particularly useful in session. In-session monitoring of sub-
tle changes in the client’s affect and calling attention to those changes will
help the client recognize a number of external and internal cues for various
emotional responses. It will be easier for a client to recognize conditioned
emotional responses and subtle forms of avoidance when a therapist can
notice them in the moment and share this observation. Gradually, this re-
sponsibility should be shifted to the client. Any observation made by the
therapist must be framed as a hypothesis. The therapist should be extremely
careful to avoid taking the role of the all-seeing expert. Instead, the ther-
apist can appropriately present as someone who is outside of the client’s
subjective experience and therefore able to describe some contingencies that
may be more difficuit for the client to perceive. The client remains the
expert in his or her own experience and evaluates the accuracy of any
observations made by the therapist.

Monitoring can alsc be done through imaginal exercises. A client may
relate a particularly distressing experience but be unaware why she or he
felr distressed in this sitwation. The therapist can have the client imagine
him or herself back in that situation and ask him or her to attend to a
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variety of somatic, situational, emotional, cognitive, and behavioral cues in
order to fully recall the situation. This focused attention will help elucidate
the salient stimuli and contingencies associated with the experience of dis-
tress. Also, although such an exercise will initially elicit some distress, it
will aid in emotionally processing the event and lead to a decrease in dis-
tress if it is continued for a sufficient period of time (Foa & Kozak, 1986).

SPECIFIC INTERVENTION STRATEGIES

Assessment, psychoeducation, and monitoring, as described above, are
essential to any behavioral treatment and are incorporated in most empir-
ically supported cognitive-behavioral treatments for PTSD (e.g., Foa &
Rothbaum, 1998; Keane et al., 1992). However, their individual contri-
bution to treatment cutcome has yet to be explored. In contrast, the inter-
ventions that follow have been designated as active ingredients in the
treatment of PTSD and studies have supported their efficacy. These inter-
ventions also have demonstrated efficacy with other presenting problems
(e.g., exposure and cognitive restructuring for eating disorders; exposure
for anxiety disorders; cognitive restructuring for depression) and so can be
used for co-morbid disorders as well.

Exposure-Based Methods

Extensive research has established exposure to feared stimuli as a critical
feature of treatment of anxiety disorders (e.g., Craske & Barlow, 1993;
Lindemann, 1989; Riggs & Foa, 1993). Similarly, direct therapeutic ex-
posure (DTE; repeated imaginal rehearsal of traumatic events) has emerged
as the PTSD treatment with the strongest empirical support (Foa & Mead-
ows, 1997; Keane, 1998). The basic principle behind exposure is that pro-
longed exposure to conditioned feared stimuli without the occurrence of
the unconditioned stimuli will lead to fear reduction and a decrease in
threatening associations. Exposure is accomplished by accessing the fear
network (presenting stimulus, response, and meaning cues, eliciting an in-
itial fear response) and maintaining exposure so that fear can diminish and
new, non-threatening meanings can be incorporated (Foa & Kozak, 1986).
Because avoidance interferes with the process of fear reduction and with
emotional processing in general, careful attention must be paid to any form
of avoidance, and the client must be encouraged to approach any feared
or distressing material.

The emphasis on exposure and encouraged non-avoidance is central to
our treatment approach with trauma survivors and is why we consider
behavioral principles fundamental to our work. Much of our therapy in-
volves providing learning experiences in which clients confront feared ma-
terial and discover that feared outcomes do not follow: They are not
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re-traumatized, they do not “fall apart,” their therapist does not leave
them, they do not start crying and never stop. Direct learning experiences
such as these lead to the most powerful forms of behavioral change. Simply
rationally determining that an event or a memory is not dangerous or a
feared outcome is not likely is often insufficient. We have all had the ex-
perience of knowing that something isn't dangerous but still feeling that it
is. This distinction can be highlighted and discussed, but the most effective
way of counteracting it is to experience both the feared situation (even
imaginally) and the lack of negative outcome. Because of the way our cog-
nitive biases (schemas) guide our observations, it is important to direct a
client’s attention toward both the threatening cues and the non-threatening
outcome in any given exposure, s¢ that new learning can take place and
danger schemas can be altered.

Direct Therapeutic Exposure

The tradition of exposure-based treatment for anxiety disorders led to
the development of direct therapeutic exposure (DTE) for the treatment of
PTSD. Techniques of DTE were developed based on the principles of anx-
iety reduction that have evolved from a long history of laboratory research.
These studies indicated that prolonged, focused exposure associated with
initial arousal and subsequent within-session and between-session habitu-
ation yields the most beneficial outcomes in treating phobic anxiery (see
Foa 8 Kozak, 1986, for a review of this literature).

In the most common forms of direct therapeutic exposure for PTSD,
flooding or prolonged exposure, the client is asked to imaginally relive the
traumatic event, with all of the associated stimulus, response, and meaning
elements. This is done repeatedly, in the safe context of therapy, until the
arousal and distress associated with the memory decrease. Although this
therapy is associated with an initial increase in distress, studies demonstrate
a significant decrease in post-traumatic symptomatology and trauma-
related arousal following repeated imaginal exposure (e.g., Foa et al., 1991;
Keane et al., 1989). In fact, a recent process analysis of therapeutic change
revealed that rape survivors who displayed high levels of emotional re-
sponse or “engagement” during initial imagery along with habituation (de-
creased fear ratings across sessions) had the highest positive response rates
te prolonged exposure (Jaycox, Foa, & Morral, 1998).

Typically, in direct therapeutic exposure, the client first describes the
event in as much detail as possible. For the retelling, the client is encouraged
to close his or her eyes, while the therapist asks questions that focus and
enhance the image. For example: “Where are you standing?” “What do
you see? Smell? Hear? Taste?” “What do you feel in your body?” “What
are you saying to vourself?” “What happened next?” The therapist pays
particular attention to any cues of distress or avoidance in order to target
the most traumatic portions of the memory. The therapist gently redirects
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the client toward the components that seem most emotionally evocative, in
order to ensure complete processing. This procedure is done repeatedly with
SUDS ratings preceding and following each trial, until reported distress
decreases. It is important to leave sufficient time at the end of the session
to process the experience, regulate distress, and assess safety. For this rea-
son, it may be necessary to schedule sessions lasting longer than 45 minutes.
With certain clients we will plan exposure sessions to last 90 or even 120
minutes in order to allow time for distress to reduce and processing to
occur.

In conducting imaginal exposure, it is important to remain cognizant of
the underlying principles and guide intervention accordingly. Clients should
be encouraged to approach threatening, distressing material sufficiently,
abstain from subtle forms of avoidance {e.g., distraction, engaging in neu-
tralizing thoughts), and maintain exposure until some relief is experienced.
Clients need to experience a sufficiently strong emotional response so the
full memory network (with details of stimulus, response, and meaning) is
activated and new information (for instance, safety cues) is incorporated.
An initial lack of emotional responding is often an indication that the client
is engaging in some form of emotional avoidance; this avoidance needs to
be eliminated. On the other hand, it is important not to elicit such a pro-
nounced emotional response that the client dissociates or engages in other
dangerous forms of avoidance {substance use, self-injury). Initial training
in distress tolerance skills (e.g., Linehan, 1993b) can be helpful in teaching
the client to tolerate concomitant emotions so that new learning can occur.
Collaboration with the client in maximizing therapeutic exposure but min-
imizing risk (e.g., suicidal ideation, substance abuse, dissociation) is imper-
ative. The therapist and the client should carefully monitor any potential
risky behaviors throughout the course of exposure-based treatment and
maintain specific contracts to ensure the client’s safety. The therapist needs
to maintain a careful balance between ensuring that exposure is tolerable,
but not colluding in the client’s avoidance of distress and traumatic mem-
ories. This is particularly crucial because therapists are human, and
therefore likely to have their own tendency to avoid traumatic material and
intense emotions.

If the client has experienced multiple traumatic events, each is given a
SUDS level and a hierarchy is created from least to most distressing. The
client and therapist then choose an event to begin exposure with (typically
one that is at least moderately distressing). The client is often encouraged
to select an event that is being frequently re-experienced. Repeated expo-
sure of the initial memory is continued until habituation occurs. At that
point, the clinician and client work to identify another memory that con-
tinues to elicit distress and begin imaginal exposure with that memory.
Imaginal exposure with one memory often leads to reduced distress asso-
ciated with other memories.
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In selecting target events, the therapist should be guided by behavioral
theory: Distress must be significant enough to access the memory structure
but not so high as to result in avoidance and interfere with incorporation
of new information. Assessment of this balance is an ongoing process and
therapists must work flexibly and thoughtfully with fear hierarchies. It may
turn out the target initially chosen is not the most appropriate one. For
instance, a female veteran had experienced several sexunal assaults as well
as a combat-related trauma. Afier developing a fear hierarchy, it was de-
termined that exposure would begin with one of the sexual assault expe-
riences, which was rated as moderately distressing. However, the initial
imaginal exposure was not sufficiently distressing, and no avoidance could
be detected, so the client was encouraged to move up the hierarchy to a
more distressing event. The processing of the latter event was followed by
improvement in symptoms related to both events.

Although direct therapeutic exposure is an emotionally evocative thera-
peutic technique, in our experience, clients ultimately welcome the invita-
tion to face the memories that have plagued them. Although they are
reluctant to remember, or to share, the traumas they have endured, they
are well aware that their avoidance is ineffective and they are able to un-
derstand the rationale behind direct therapeutic exposure. A collaborative
stance in which client and therapist agree to work together to overcome
the client’s avoidance facilitates the efficacy of direct therapeutic exposure
and avoids the risk of the client feeling re-traumatized. The therapist acts
as a gentle, caring, but insistent guide, helping the client to accomplish his
or her stated goal of reducing the distress associated with memories. For a
more detailed guide in this type of treatment, the reader is referred to Foa
and Rothbaum (1998).

Although the efficacy of prolonged imaginal exposure in the treatment
of PTSD has been demonstrated, comparison and dismanting studies (such
as those conducted with the other anxiety disorders) have yet to be con-
ducted with trauma survivors. Thus, there remains more to learn about the
optimal form of direct therapeutic exposure for this population. Although
fear is clearly an important component of post-traumatic reactions, other
emotions are also implicated, so we cannot be certain that findings from
the fear literature generalize. Resick (Resick & Schnicke, 1993} has in-
cluded an alternate form of exposure as one component in her Cognitive
Processing Therapy (CPT): Clients are asked to write about their traumatic
event repeatedly, and encouraged to fully experience all of the concomitant
emotions. Direct comparisons of imaginal and writing forms of exposure
have yet to be conducted. In the absence of sufficient data, it is advisable
to rely on theory and existing evidence from the other anxiety disorders in
formulating exposure-based interventions for trauma. Also, research has
indicated that images are more emotionally evocative than words (Vrana,
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Cuthbert, & Lang, 1986), further supporting the use of imaginal exposure
to facilitate emotional processing {Foa & Kozak, 1986).

Adding an In Vivo Element to Exposure

Although imaginal exposure provides an excellent means for clients to
confront the feared memories of their trauma, exposure to objects or real-
life situations is often helpful or even necessary to fully address clients’
fears. Behavior therapists flexibly and creatively construct a host of ima-
ginal and in vivo exercises in order to help clients face the range of expe-
riences they have come to fear. Again, treatment rests on a well-developed
case conceptualization. Exposure exercises are constructed by identifying
central conditioned stimuli and preventing habitual forms of avoidance.
Straightforward in vivo exercises are often indicated: Clients may develop
a hierarchy of avoided situations and begin approaching them and remain-
ing in them until their fear subsides. In vivo exposure exercises may focus
on situations that are perceived as dangerous (e.g., standing in a crowded
room) or stimuli that elicit memories of the specific trauma (e.g., watching
TV documentaries about rape survivors). The exposure exercises may be
incorporated as homework, or conducted during sessions with therapist
assistance. Following are several examples of ways we have used the prin-
ciple of exposure and incorporated in vivo elements in our treatment of
trauma Survivors.

Some variations involve minor alterations of the procedure described
above. For example, in vivo and imaginal exposure techniques may be com-
bined. One female combat veteran who experienced a nighttime firefight
was encouraged to turn the lights out during the imaginal exposure exercise
in order to enhance the intensity of the emotional response. For another
survivor, imaginal exposure exercises took place in an isolated clinic stair-
well, as she had been assaulted in a2 similar location. These combinations
of imaginal and in vivo exposure both intensify the emotional responding
during exposure and increase generalization of new learning to salient cues.

Sometimes a client will present with marked avoidance of concrete
trauma-related cues that can be incorporated into in vivo exposure. For
example, a combat veteran was encouraged to bring to session a large
unopened box of war memorabilia. Initially, these items were too distress-
ing to view during session, so several sessions were spent with the box in
the middle of the room, until the client was ready to approach the material.
Several sessions were spent reviewing each item, discussing its meaning and
importance and making decisions regarding what to do with each item. In
this way, the client not only approached previously avoided physical ob-
jects, but also reconnected with long-avoided memories. After these recol-
lections were sufficiently processed, the client was able to physically and
emotionally achieve closure through disposition of the items.

In vivo exposure can also involve exposure to previously avoided inter-
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personal relationships. In one case, a woman engaged in imaginal exposure
to several sexual assault experiences. While many of her symptoms im-
proved, this client continued to experience high levels of shame and inter-
personal avoidance. This was addressed by constructing a series of
opportunities for her to disclose the experiences she considered shameful
to individuals other than the therapist (other clinic staff). In order to fully
access this emotional network, a hierarchy was constructed whereby initial
planned disclosures were met with empathic responses, whereas later dis-
closures were met with more judgmental responses. The therapist worked
closely with the client to help her prepare for each exposure, so that when
she met with the judgmental responses she was able to dismiss them and
maintain her own positive self-regard. Following this intervention, the cli-
ent reported a sustained improvement in interpersonal relationships and
reduction in feelings of shame.

In addition to these types of explicit exposure exercises, the principles of
exposure guide the behavior therapist’s moment-to-moment interactions
with the client. Attention is paid to subtle cues of avoidance, and the client
is gently guided to face distressing feelings, memories, thoughts, and situ-
ations. As always, the case conceptualization serves as a backdrop that
helps the therapist determine where to focus attention and facilitates de-
tection of important in-session behaviors. Again, these observations and
subsequent interventions are conveyed to the client, so that although the
terms “exposure” and “habituation” may not be used, the concepts are
conveyed. For instance, in the course of therapy with a male combat vet-
eran, it became clear that avoidance of any degree of interpersonal intimacy
was a crucial factor in the client’s difficulties. Emotional disclosure within
the therapeutic relationship was thus construed as an essential form of
exposure, habitual avoidance was noted when it occurred, and the client
was encouraged to stay with the feelings of intimacy and trust as they arose,
along with the terror that accompanied them. Gradually, the client was
able to tolerate higher levels of intimacy both within the therapeutic rela-
tionship and in outside relationships as well.

Cognitive Components

Behavioral/cognitive therapy for trauma-related difficulties incorporates
consideration of cognitive elements of adjustment. As discussed above, as-
sociative networks include cognitive elements that may be easily activated,
so that a survivor perceives the world as dangerous, him or herself as some-
how inherently flawed, others as untrustworthy, and so on (Foa & Riggs,
1994). Direct therapeutic exposure, and other exposure exercises such as
those described above, directly challenge traumagenic schemas so that in
many cases other forms of cognitive therapy may not be needed. For ex-
ample, a male client did imaginal exposure with an extremely distressing
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memory in which he was attacked from behind in an alley. He struggled
with his assailant, and eventually strangled him. For the first five repetitions
of this scene, the client was extremely focused on the sensations in his hands
as he strangled the man. However, during the sixth session, this client spon-
taneously reported that he was aware of the feeling of the man’s hands
around his neck, and his own inability to breathe. Following termination
of the image, this man exclaimed, “He would have killed me. I had to kill
him.” The therapist had not addressed these issues cognitively yet; this new
realization emerged from the repeated emotional processing of the event.
Following this session, the client reported a dramatic decrease in nightmares
and intrusions, as well as a decrease in feelings of shame and guilt,

In the example above, the client came to accept the event and his actions
by emotionally processing it. We feel that acceptance of traumatic memo-
ries is often a crucial element in the treatment of trauma survivors (see
Hayes, Jacobson, Follette, & Dougher, 1994, for a broader discussion of
the role of acceptance in psychotherapy). While this acceptance may spon-
taneously emerge during the course of direct therapeutic exposure, it may
also need to be more directly addressed. For example, the therapist might
help the client frame his or her behavior {or lack thereof} in light of the
absence of viable alternatives.

Often, cognitive techniques are used as an adjunct to exposure-based
treatments. However, Resick and Schnicke (1993} cutline an approach for
treating rape survivors in which cognitive therapy serves as the primary
intervention. This approach, labeled Cognitive Processing Therapy (CPT),
adapts Beck et al.’s (1979) cognitive therapy for depression to address rape-
related schemas (McCann & Pearlman, 1990), As noted above, this teeat-
ment also incorporates an exposure element in which clients write about
their traumatic experience repeatedly, and are encouraged to focus on the
emotions evoked. This treatment {CPT) led to significant symptomatic im-
provement in rape survivors with PTSD compared to a wait-list control
group (Resick & Schnicke, 1992). A recent study found that cognitive re-
structuring alone was also beneficial in the treatment of PTSD, leading to
comparable improvement to direct therapeutic exposure (DTE) alone, and
greater improvement than relaxation alone (Marks, Lovell, Noshirvani,
Livanou, & Thrasher, 1998).

Cognitive therapy can be conducted formally by monitoring thoughts,
identifying distorted thought styles, challenging beliefs, and conducting be-
havioral experiments to explore new hypotheses (see Beck et al., 1979).
Beck recommends teaching the client to act as a scientist and treat his or
her thoughts as hypotheses rather than facts. This spirit can be communi-
cated more informally as well. We often introduce the notion of alternative
perspectives or multiple ways of viewing a given situation (one can give an
example of how several people witnessing a given event may construe it
differently) and then simply encourage clients to question their interpreta-
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tions and to explore alternative ways of viewing circumstances. The ulti-
mate goal is cognitive flexibility. It is extremely important in this work not
to convey that the client’s views are somehow wrong or irrational. Rather,
we choose to take a stance that many possible interpretations have merit,
but it is worthwhile to explore a variety of options and actually test out
different predictions. Further, we encourage clients to examine the way
their schemas have been shaped by their traumatic experience and how this
may bias their interpretation of current events.

Skills Training

A final component of many behavioral/cognitive approaches to treatment
is skills training. In the PTSD literature, this component has focused pri-
marily on control of anxiety in the form of cognitive restructuring as de-
scribed above, and relaxation training. Treatment packages such as stress
inoculation training that incorporate anxiety-reduction skills training as
well as self-monitoring compenents have been shown to be more effective
than wait-list controls in treating rape survivors with PTSD (Foa et al,,
1991). Clients can be taught a number of different methods of relaxation
(diaphragmatic breathing, progressive muscle relaxation, applied relaxa-
tion, meditation) and taught to implement these relaxation techniques in
response to cues of anxious responding. However, it is important that re-
laxation not begin to serve an avoidant function. Trauma survivors have
often come to fear their own emotional responses and to construe anxiety
as inherently dangerous. Learning to relax may help counter the lack of
control clients feel over their responses, but it can also interfere with learn-
ing that in fact anxiety isn’t dangerous and can be tolerated. It is important
to attend to these distinctions; ideally, clients would learn to master theic
experience of anxiety, so they can tolerate it in some moments and lessen
it in others.

Cognitive restructuring and various forms of self-talk can also be taught
as coping skills to use in stressful situations. Linehan’s {1993b) skills train-
ing manual for borderline personality disorder (BPD) contains several dis-
tress tolerance skills that may be applicable to this population (but have
yet to be empirically tested).

Skills training that extends beyond the target of anxiety may be similarly
beneficial in this population. As noted in Chapter 2 trauma survivors often
exhibit deficits in emotion regulation and interpersonal functioning, Those
individuals who were raised in traumatic or invalidating environments may
never have learned to recognize, communicate, or regulate their emotional
states and would therefore benefit from emotion skills training. Similarly,
those who never had sufficient models of healthy interpersonal relationships
may benefit from social skills training. Linehan (1993b) has outlined a
series of emotion regulation skills and interpersonal {communication) skills
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in her treatment of BPD that may serve as beneficial interventions for
trauma survivors. A treatment package that included these skills training
components (along with individual cognitive-behavioral therapy) was as-
sociated with improvements in interpersonal functioning among women
with borderline personality disorder (Linehan, Tutek, Heard, & Arms-
trong, 1994} A study is currently underway (M. Cloitre, Principal Inves-
tigator) exploring the efficacy of a treatment package that combines Foa’s
prolonged exposure and Linehan’s interpersonal and emotion regulation
skills training in the treatment of adult female child sexual assault survi-
vors. Preliminary findings reveal improvements in PTSD symptomatology
as well as in alexithymia, dissociation, and anger regulation compared to
a wait-list control group (Cloitre, 1998). Integration of skills training ap-
proaches into exposure-based treatment may be a promising avenue for
future research, particularly with more chronic traumatized individuals
among whom emotional and interpersonal skills deficits may be more com-
mon (Cloitre, Scarvalone, 8 Difede, 1997).

LATER STAGES OF TREATMENT, RELAPSE PREVENTION,
AND TERMINATION

As we discussed earlier, behavioral/cognitive therapy involves a constant
process of assessment, conceptualization, intervention, reassessment, recon-
ceptualization, and continued intervention. As presenting problems dimin-
ish and new, more desirable patterns of behavior develop, it is important
to monitor these changes, both so that the client becomes aware of the
progress he or she is making, and so that discontinuation of therapy can
be considered. In the course of behavioral change, new difficulties may
become evident, and therapy may need to be altered accordingly. For in-
stance, social skills deficits were not initially apparent in a veteran with
chronic PTSD who experienced such marked interpersonal avoidance that
he rarely left his basement. However, following successful processing of his
combat experiences and training in stress management skills, he began to
desire social interaction, but found that he did not know what to say to
people or how to interpret what they said. Therapy focused on interper-
sonal skills training using psychoeducation, modeling, problem solving, and
provision of feedback on in-session interpersonal behavior. In this instance,
ongoing assessment prevented premature termination and helped determine
additional targets of treatment.

The final phase of treatment also incorporates the principles of relapse
prevention outlined in Marlatt and Gordon’s model for alcohol abuse treat-
ment (Marlatt & Gordon, 1985). Given that therapy involves helping cli-
ents learn new behavioral patterns, we expect that old, habitual patterns
of responding may reemerge in the future, particularly during times of
stress. Numerous laboratory studies provide evidence that extinction (re-



76 Generic Treatments

mission of learned responses) does not involve the unlearning of an asso-
ciation, but rather new learning of a second association, so that in some
contexts the old associations will reemerge (e.g., Bouton, 1994). We pre-
pare clients for the reemergence of such behaviors and encourage them to
recognize less desirable ways of responding and to use what they’ve learned
in therapy. We believe that an important aspect of recovery is developing
a perspective that allows one to take the challenges that will arise in the
future and cope with them successfully, rather than viewing them as evi-
dence that one isn’t really “better” and is still “damaged” in some way.
Marlatt and Gordon (1985) convey this by relabeling apparent “relapses”
in drinking behavior as “lapses” that provide an opportunity to learn more
about antecedents and consequences for this behavior, resulting in more
successful coping in the future.

Once therapeutic gains have been made, both the client and the therapist
need to begin evaluating the continued need for treatment. Often the de-
cision to end therapy is obvious—<clients are no longer experiencing the
interpersonal, emotional and behavioral difficulties that caused them to
seek treatment, the skills they have learned have become habitual, and they
have a more flexible, adaptive view of themselves and the world. Other
times, particularly in cases of chronic developmental trauma histories, al-
though substantial gains have been made, some difficulties still linger. How-
ever, a break from therapy may help a client increase his/her sense of
self-efficacy so that termination, or at least temporary suspension of ther-
apy, is advisable. We feel it is important to encourage clients to try newly
acquired coping skills on their own. We have found that often clients come
to feel that they are only doing well because they are in therapy and need
to challenge this assumption by demonstrating that they can maintain gains
independent of therapy. When working with trauma survivors it is also
important to address the reality that therapy cannot accomplish what may
be most desirable—that the trauma never happened. Although memories
can be processed, skills can be learned, and new, adaptive belief systems
can be developed, the reality of their history cannot be undone and often
therapy needs to incorporate grieving for all they have lost.

Termination is best accomplished as therapy is—collaboratively, with the
therapist expressing his or her faith in the client’s ability to cope. The
ending of the therapeutic relationship may serve as a cue for interpersonally
related, conditioned emotional responses, such as fears of abandonment
and rejection. Throughout the termination process, attention should be
paid to these responses and they should be understood in the context of
other issues addressed in therapy. The ending of the therapeutic relationship
may also provide a first opportunity for a trauma survivor to say good-bye
and grieve the end of a relationship in a healthy, meaningful way. Clients
are encouraged to recontact the therapist as needed. We have found that
an effective way to assure maintenance of therapeutic gains is to remain
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available for brief booster sessions, so that if a time of significant stress
arises, a client can return for one or two sessions to reestablish the coping
abilities that they gained in therapy.

We have atternpted to capture here both the empirical rigor and the
clinical sensitivity that we feel characterizes a behavioral approach to the
treatment of post-traumatic stress. We have a great deal left to learn from
basic research and clinical trials about the relevant mechanisms of emo-
tional processing and therapeutic change among the diverse clinical pres-
entations of trauma survivors. However, behavioral approaches validated
in the treatment of other presenting problems, coupled with those devel-
oped particularly for the treatment of trauma, provide a firm empirical and
clinical basis on which to construct our individualized treatment plans and
formaulate future research studies.

NOTES

Preparation of this chapter was supported in part by National Institute of Mental
Health Grant MH52044 to the first author, We wish to thank Carolyn Pepper and
Amy Wagner for their helpful comments on an earlier draft of this manuscript.

1. In order to protect the confidentiality of our clients, we provide very little
identifying information for cases and have altered this information in several places.
We kept crucial clinical information intact, however.

2. We have found that clients with a broad range of intellectual abilities are able
to understand this material when it is presented clearly.
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